Dr Reynolds: This is a most important question. Indeed, it is the central issue in the ethics of neonatal intensive care. I cannot give a definitive answer about our mechanically ventilated children because they have not yet been looked at in detail. Almost all are, however, attending our follow-up clinic and none has pulmonary insufficiency. One child is developmentally retarded but the remainder appear normal.
A group of infants for whom we do have definite data bearing on the effectiveness of neonatal intensive care are those who weighed 1500 g or less at birth. In the past anything up to 60% of these infants were found to have mental or physical handicaps (Drillien 1967) and it used to be thought that steps taken to increase the survival rate of these infants would inevitably result in an increased number of handicapped children in the community. Our results (Rawlings et al. 1971 , Stewart 1973 ) and those of others (Calame & Prod'hom 1972 , Calame et al. 1973 show this assumption to be wrong. Dr Ann Stewart has organized a detailed assessment of all our surviving infants of 15OOg or less from 1 January 1966 onwards including repeated developmental quotient (DQ) tests in the first three years and psychological assessment in the fourth year of life. The first 100 such infants (median birth weight 1276 g, median gestation 30 weeks), 14 of whom were mechanically venti-lated, are now between two and seven years old. only 3 have been lost to follow up. Thirty of them are at school in this country and 57 have had IQ measurements made. Eighty-seven of the 97 children are normal, five are mentally retarded, one child is partially sighted due to congenital cataracts and 4 have other handicaps which should not prevent them from functioning adequately in society; for example, one child has a VI nerve palsy and a DQ of 100.
These results have been obtained at a time when the survival rate of very low birth weight infants has increased sharply in our Unit, and we therefore believe that the application of modem methods of neonatal care to this particular group of infants not only increases survival rate, but markedly reduces handicap rate as well.
Dr H Barrie (Charing Cross Hospital, Fulham, London W6): The question of why some premature babies do not develop RDS, while others less premature do, still remains. There have been many recent advances in RDS prevention and supportive care and we are now seeing a steep fall in both incidence and mortality.
With regard to prevention, early and effective resuscitation is of utmost importance. I recommend giving high oxygen concentrations tp premature babies initially until their breathing can be properly assessed and arterial blood gas measurements made. The introduction of CPAP is undoubtedly a major advance and followed from the known facts about lung deflation during expiration.
In 1958 I performed a series of experiments on degassed cat lungs for Dr C D Cook. Intermittent positive pressure inflated the lungs more effectively if they were held open with a pressure of 5 cm H20 during expiration. Two years later I performed further experiments on the lungs of babies who had died of histologically proven hyaline membrane disease. Lungs which were subjected to intermittent positive pressure in the laboratory and then taken to the X-ray department for a plain radiograph deflated completely and failed to show any alveolar air, while those filmed during inflation showed reasonably good expansion. Even now a good X-ray can be an invaluable guide to the effective use of a respirator or CPAP in severe RDS.
